Technique of balloon pulmonary valvuloplasty in the neonate  by Rao, P.Syamasundar
3ACC Vol .
23, No .7
June 1994:1735-6
LETTERS TO THE EDITOR
Technique of Balloon Pulmonary
Valvuloplasty in the Neonate
I read with interest the article by Burzynski et al . (I) in a recent issue
of the Journal
. Burzynski et a . used initial dilation with a smaller
dilation catheter to facilitate positioning a definitive balloon dilation
catheter across the stenotc pulmonary valve. With this technique,
they were successful in accomplishing the procedure in six (75%) of
the eight patients. Although I congratulate the authors for their
excellent presentation (1), I am somewhat surprised that they
completely ignored the work of other investigators (2-5) and de-
scribe the so-called technical modification as f it were their inven-
tion.
We have used this technique since 1985 and have mentioned the
usefulness of it in several of book chapters and reviews (6-9). To my
knowledge, Ali Khan et a . (2) were the first to describe this
technique inn article published in 1989 . The purpose of their article
was to present "the results of a new technique of gradational
pulmonary valve dilatation ." They used catheters carrying 2-, 3- or
4-mm diameter balloons initially, followed by larger diameter bal-
loons. They successfully performed this procedure in 17 infants, 4 of
whom were neonates aged I to 5 days. Their immediate results were
excellent. On follow-up, good immediate results were maintained in
tglo-UK of the infants restudied. Later in the same year. Qureshi et
a. (3) initially used 3- and 4 .2-mm balloons in I- and 3-week old
infants, followed by dilation with 13- and 1U-mm balloons, respec-
tively. Both immediate and follow-up (8 months) data suggested
excellent relief of pulmonary valve obstruction . They adapted this
technique after their unsuccessful attempt in perforating balloon
pulmonary valvuloplasty in an II-week old infant with severe
valvular pulmonic stenosis with a right ventricular peak systolic
pressure double that in the left ventricle . Rey et al. (4) and Zeevi et
al . (5),
whose reports were quoted by Burzynski et al . (1), mention
that they initially used a smaller balloon and subsequently a more
"appropriately sized" balloon . Thus, in my opinion, there is odee
quote documentatims of the technique as early as 1988 and 1989, wall
Burzynski et al. (1) should have given appropriate credit to the
publications of these workers
(2-5)
.
It is also important to point out that further technical modifica-
tions might have resulted in a greater success than Burzynski et al .
(U had, I would recommend using a Teflon-coated extm-stiff Am-
plate guide wire (manufactured by Cook and Meditech) instead of
the ordinary Teflon-coated exchange guide wire that the authors
used. This extra stiffness will permit positioning the balloon dilation
catheter across the stenotic yulmonary valve with ease . If the tip of
the guide wire is to be positioned in the branch pulmonary artery, I
would suggest use of a straight guide wire with a soft up instead of
a 3 tip . This will allow advancing the guide wire farther, stabilizing
it so that positioning the balloon dilation catheter across the pulmo-
nary valve will not be difficult . Use of these techniques might have
made dilation successful in all eight infants whom Burzynski el al .
(1) attempted to treat .
In conclusion, predilation with a smaller balloon followed by
dilation with a larger, more appropriately sized balloon in the
treatment of critical pulmonary stenosis has been well described .
However, I do agree with Burzynski el al. (1) that balloon pulmo-
nary vavuloplasty should be considered an initial treatment option
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Reply
We appreciate Rao's interest in our article concerning percutaneous
valvuloplasty in patients in the first week of life
(1),
and we are
indebted to his many contributions to our knowledge in interven-
tional catheterization in the young . We believe that he misinterprets
the intent of our report, which was to comment on the evolution of
the technique in ourhards in these difficult patients that was built on
the sparsely reported
(2-5) but valuable experiences of other able
investigators . Our further intent was to make specific detailed
technical recommendations to others interested in the nonsurgical
treatment of critical valvular pulmonic stenosis so that they might
encounter success over a reasonable procedure time while limiting
patient risk.
Our focas points were specifically the use of the ductus to anchor
wires, as previously reported by Zeevi et at . (2) and All Khan et al .
(3) ; the use of a two-step
(2,4) rather than a multistep gradational
approach as reported by Ali Khan et al . (3) and Qureshi et a . (5); the
primary entry of the pulmonary artery with a soft-end wire rather
than a catheter first, as reported by Ali Khan et al
. (3) and Qureshi
et al, (5); and the use of a femoral vein sheath for the entire
procedure (not previously reported) to minimize vascular injury
inherent in direct passage of large catheters through the vessel .
In that the total reported experiences in balloon dilation in the
first week of life is small (one patient in the Qureshi et al . [51 study;
four in the Ali Khan et al. [3] report ; six in the Zeevi et al. [2] report;
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